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Electrocardiographic Changes 


in Experimental 


Bacteremia* 


James D. Netson, M. D., F. A. C. P. 
Spartanburg, S. C. 


During recent years much has been written concern- 
ing the changes in electrocardiographic tracings made 
during the course of many disease states such as 
typhoid fever, nephritis and scarlet fever, following 
various types of drug therapy, postural and thermal 
changes. A majority of the observations made indicate 
that certain changes take place, most of which are 
non-specific in nature. Porter and Bloom! were able 
to show that in 46% of cases of typhoid fever, certain 
changes were noted, primarily affecting the P-R inter- 
val and appearance of the T waves. Thomson2 was 
able to show that the height of the T-wave varies in 
direct ratio with the level of the serum potassium. A 
review of the recent literature has not shown the 
changes observed in experimental bacteremia, and an 
opportunity to make this study has been utilized, 
with the findings as follows: 

Method of study: Fifteen healthy rabbits were 
selected as controls, and the three standard leads 
were taken on each animal. Not being familiar with 
the influence that posture, exact body position, position 
of the electrodes and other minor details might have 
on these control rabbits, a second control tracing was 
made one week after the first. These two series of 
tracings were compared and found to be identical 
with the exception of slight variation in heart rate. 

Following the control period, each animal was given 
intravenously .05 cc of viable antigen twice each week 
for an average of eighteen weeks. The organism used 
was a nonhemolytic streptococcus. In some instances, 
when the rabbits appeared too ill, the injections would 
be omitted until an improvement in temperature was 
noted. An electrocardiogram was taken at the end of 
nine weeks, and another at the end of the entire 
eighteen week period. The temperature and weight 
of each animal was recorded daily. 

RESULTS: Only one of the animals failed to sur- 
vive the experiment; this animal died at the end of 
eleven weeks, following the second injection of anti- 
gen. Immediately thereafter, there was a continuous 
elevation of temperature and weight loss until death 
occured at the eleventh week. 


*From The Medical Research Foundation, 


Frankford, Pa. 
Through the courtesy ef Dr. Martin E. 


Rehfuss, Director. 


All of the rabbits were made ill by the infection, 
as evidenced by the temperature changes, and in some 
instances by the weight loss. Previous experience with 
these animals has proven that a continuous subnormal 
temperature is about as significant of ill health as is 
an elevated temperature. All of the animals except 
one had an elevated temperature sometime during the 
course of the period. The average number of days of 
temperature elevation for each rabbit was 10.6, vary- 
ing from .4 degrees F. to 1.6 degrees F. Some were 
elevated for only two to three days, while others were 
elevated for as long as six weeks continuously. 

All but two rabbits had subnormal temperatures at 
some time during the course of observation. The 
average number of days of subnormal temperature for 
each rabbit was 7, varying from .4 to 1.6 degrees sub- 
normal. A few of the animals only had subnormal 
readings for 4-5 times, and others for as long as six 
weeks. Sinus rhythm was maintained throughout all 
the tracings. The changes in pulse rate did not appear 
significant. The average pulse rate of the control 
group was 242, while the average pulse rate after the 
eighteen weeks of infection was 236. This difference 
is considered to be largely due to the excitement of 
the animals when being handled for the first time. The 
changes in electrical axis were not marked as a rule, 
although in three cases, or 20%, a definite left axis 
deviation was produced in animals which had normal 
axis on their control tracings. The average electrical 
axis of the control group was 62 degrees, and after 
injection was 38 degrees. 

The following table shows the changes in some of 
the individual deflections: 


Control 
Lead 1 Lead 3 


After injections 
Lead 1 Lead 38 
Average height 
of P wave 
Average duration 
of P-R interval 
Average duration 
of QRS complex 
Average height 
of T waves 


46mm .6 mm 52mm 3mm 


sec. 02 sec. 


1.24mm 88mm 1.18 mm .04 mm 
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appearance of T wave 


racings after injections. Note the change of axis an Ss. m 


234 


Comment: In an experiment of this kind, it is 
difficult to be entirely accurate with measurements 
when the deflections are so small. However, reasonable 
accuracy can be maintained to a degree that will 
enable one to group the electrical changes noted. Of 
the changes observed, the most interesting are the 
changes noted in the appearance of the T waves, and 
the tendency to left axis deviation. 

Summary: 1. Fifteen rabbits were selected, and 
control weight and temperature records were obtained 
and the three standard leads recorded. 

2. Each rabbit was of 


given .05 cc 


viable antigen by vein twice each week for a period 
of eighteen weeks. A broth culture of non-hemolytic 


Sancho Panza tells us that “true bravery lies some- 
where between being a coward and being foolhardy.” 
In acceding to the request that I address this meeting 
on the subject of current trends toward regimentation 
of the medical profession, I think that I have shown 
that I am not a coward; the manner of my dealing 
with it must determine whether I am truly brave or 
simply foolhardy. 


Regimentation means to organize into groups for 
central control so that strict order and uniformity can 
be applied to the group. This ordering of a group, 
such as the medical profession, can be brought about 
from within or from without. We shall see that factors 
are working from both directions as regards our pro- 
fession. 

One does not have to be foolhardy to declare that 
strenuous efforis are being made from without to con- 
trol the medical profession. It may be that a certain 
amount of camouflage and pretense were used, in the 
beginning, to obscure the full intention of our Federal 
Government in their plan for the socialization of 
medicine. These clements of subterfuge have now in 
large part been dispelled. The fight is in the open. the 
medical profession has been alerted to the attacks of 
government upon it, it has organized its forces for the 
rebuttal of propaganda, and it has partially filled its 
coffers so that it might fight fire with fire. It should 
be an interesting fight—you may be sure that it is 
going to be a long one and a warm one. 

The medical profession may or may not be the 
proper tribunal for deciding as io the advantages or 
disadvantages to come from governmental control of 
medicine. Admittedly the profession's welfare, in- 
dividually and collectively, is so intimately concerned 


*Presentéd at Annual Meeting, May 15, 1952, Myrtle Beach. 
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streptococci was used. During this time, a record of 
temperature and weight was recorded each day, and 
at the end of eighteen weeks, a final tracing was made 
on each animal. 

3. There is evidence to assume that each 
animal was made ill by these injections. 

4. The tracings taken at the end of the 
eighteen week period showed defiite changes, particu- 
larly in the appearance of the T waves and in the 
tendency to left axis deviation. 
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in the matier as to possibly prevent it from making 
an unbiased analysis of the subject. On the other hand, 
it should be possessed of special knowledge that should 
make its opinions valuable in any fair consideration 
of the problem. The difficulty here is that the medical 
profession is not yet regimented, in so far as thought 
is concerned, and we find in its ranks individuals of 
all complexions of thought. The rank and file of doc- 
tors, as represented by The American Medical Asso- 
ciation, look upon the 


governmental program as un- 
sound and undesirable, 


while we have seen the names 
of some four hundred medical men, almost all of them 
eccupying prominent positions in academic fields, 
signed to a statement advocating governmental con- 
trol of medicine. Some few years ago I saw a meeting 
of the Johns Hopkins Medical Alumni deteriorate 
into a verbal riot. in an effort to consider this subject, 
with such kindly gentlemen as Harvey Stone leading 
one faction and Hugh Morgan leading the other. 
Certainly, if I were a layman, and had to form my 
opinions on the basis of such a debate, I should fall 
back on the old saw and ask, “who shall decide when 
doctors disagree.” 


As I see it, the approach of our Federal Government 
to the socialization of medicine has some elements of 


reason in i¢, more plausibility in it, and an immense 


amount of error in it. 


What we speak of as reason is a manner of thought 
that follows recognized paths of logic, where estab- 
lished premises lead to conclusions or where the ac- 
cumulation of specifics permits of generalizations. For 
example, we might set up a syllogism somewhat as 
follows: 


In order that democracy, a government of 
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the people by the people, shall have a chance 
of functioning properly it is necessary that 
the citizenship shall be intelligent and 
healthy. 

Educat‘on is the one means that we know 
of for improving intelligence. and medical 
care, preventive and curative. is the best 
means that we know for the maintenance of 
health. These opportunities for improving 
intelligence and health should be offered to 
all of our people, and some agent, sufficiently 
powerful and wealthy, should insure ‘chat 
these opportunities be available to everyone. 
The government is the one agent endowed 
with such power and wealth. 

Therefore, it is the duty of the government 
to furnish education and medical care to its 
citizens. 

With no more logic than this, the individual states 
have taken over public education—and the Federal 
Government is busily engaged in horning in on the 
program. Public education is one of America’s early 
adventures into socialism. Medical care is slated to 
follow in the same path. 

This type of so-called logic comes out of the minds 
of those that James Forrestal has spoken of as 
“intellectual muddlers.”. The premises need to be 
tested before the conclusions can be accepted. The 
elements of plausibility are, however, strong, and these 
elements have popular appeal in them. The public is 
not much interested in a testing of the premises—they 
find the conclusions much to their liking—and they 
care little about the validity of an argument that 
promises them something for nothing. 

Efforts on the part of the Federal Government to 
socialize medicine have, for the time being, reached 
a high-water mark and begun to recede. The chief 
factor in this is a realization on the part of people in 
general that the socialization of medicine is simply 
a part of a larger program for the change of our 
government from democracy to socialism. Changes in 
this direction have become so apparent, so much that 
was being done under cover has been brought to light, 
that the American people now have an opportunity, 
though it may be a belated one, to beat back the forces 
leading to statism, a form of government in which 
they surrender their freedom for security, and find 
later that they have surrendered both security and 
freedom. The fight against the socialization of medi- 
cine is simply a fight against socialism in general. 

It is generally recognized that an excessive national 
debt is the most effective means for introducing 
tyranny into government. Such a debt is a lien on 
private property, in this day of income taxes it is also 
a charge against the earning capacity of all citizens, 
and it becomes a means whereby public and private 
fiscal policies are subject to governmental dictation. 
The confessed national debt of this country is now 
more than two hundred and sixty billion dollars, it is 
distributed among our people, our banks are choked 
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with government securities, and our subsidiary units 
of government are heavy investors in this Federal 
debt. The fiscal structure of this country is today like 
a house of cards—if one goes down they all go down 
together. This national debt has reached such pro- 
portions that inflation is necessary to service it. We 
have seen our dollar deliberately debased by act of 
Congress during the Roosevelt administration to fifty- 
two per cent of its former value, and we have seen its 
value continue to fall under the governmental ex- 
travagance of the Truman administration until it is 
now worth no more than one-fourth of what it was 
some forty-five years ago. We see our government now 
dependent upon inflation for its actual existence, and 
we see it deluding our people into believing that it is 
fighting inflation with a!l of the means that it possesses. 
There is only one means for checking inflation, and 
that is reduction in the national debt. We have seen 
no move in this direction in, lo, these twenty vears! 
All of this is mentioned to let you know that unless 
the trend of your national government toward social- 
ism is checked, there can be no check of the ultimate 
socialization of the medical profession. It will be 
regimented along with your society in general. 


The medical profession has not been very amenable 
to regimentation in the past. Of course, it groped its 
way through the authoritarian night of the Dark Ages 
along with the rest of mankind. It is interesting to 
recall that even Andreas Vesalius came very close to 
abandoning his studies in anatomy when he realized 
that some of his findings were contrary to the teachings 
of Galen. Instead, he helped to kindle a light, that was 
added to by many others in our profession, which has 
emancipated the mind of man from the suppressive 
influences of authoritarianism in so-called philosophy, 
so-called religion and so-called science. When one 
reads the lives of the leading doctors through the 
ages, Hippocrates, Galen, Vesalius, Paracelsus, Jerome 
Cardan, Ambrose Paré, William Harvey, John Hunter, 
Louis Pasteur, and William Osler, to mention only a 
few outstanding examples, one realizes that they were 
not the kind of men to be regimented. No influence, 
within or without the profession. could have held these 
spirits in narrow compass. It is likely that men of this 
type will always stand out as leaders in our profession. 
They are the few from whom the many profit. Medi- 
cine has in it that which encourages individualism; it 
has in it elements that cannot thrive in an atmosphere 
of restriction and suppression. Freedom of thought 
and action are essential to its progress, and I do not 
believe that any effort, governmental or otherwise, can 
ever succeed in foisting upon it the withering influence 
of regimentation. 

In our life-time many influences have been brought 
to bear tending to standardize the practice of medi- 
cine. The most important of these is the solid develop- 
ment in the fields of natural science, notably in 
chemistry, physics and biology, that has led to a 
genuine understanding of the causes of disease, a 
clear conception of the natural history of many dis- 
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eases, the physical and chemical reaction in the body 
in response to disease, and the biological adjustments 
by which the body resists disease and repairs injury. 
The speculative tendencies of fifty years ago have 
given place to accurate information which is available 
to the student, and which, in effect, must standardize 
his approach to the problems of clinical medicine. 
Thus, science, iself, has to some extent regimented 
us—and who would have it otherwise. Conformity is 
now in large part an expression of knowledge; too 
much individualism is apt to be an expression of 
ignorance. 


Likewise, in our life-time, the standardization of 
medical education has done much toward making 
docers alike rather than different. [ can remember 
doctors whose medical education was acquired in 
two sessions of six months cach, | can remember others 
who had learned the foundation of their art in’ the 
offices of older practitioners, and I can remember the 
chacuc state of medical education that prevailed in 
the early part of this century when the unsupervised, 
uncontrolled, avd commercially operated medical col- 
leges held) sway. Naturally, there was much of in- 
dividualism in the preducts of this type of medical 
education. Teday. our medical schools are all much 
alike. Their instrecticna is based on standardized cur- 
ricula, the scientific background is available to them 
all, and their graduates are more nearly alike in the 
basic concepts of medical science than they have ever 
been in times gone by. Such intangibles as idealism, 
intellectual curiosity, a discrim’nation — between 
essentials and non-essentials, and a wholesome desire 
to test things that are presented to us as knowledge, 
still vary among our medical schools. They reflect the 
human qualities of those who teach. and their influence 
can often be detected in those who have been taught. 
But this narrowing of differences among medical men 
must be looked upon as a beneficent accomplishment. 
If this be regimentation, let's have more of it. 


This trend toward standardization in our medical 
profession, based upon scientific knowledge and clini- 
cal experience, is further carried on through our medi- 
cal associations and our extensive medical literature 
in all fields of medicine. The good doctor today is the 
informed doctor; the bad one is the ignorant doctor, 
who has, for one reason or another, lost the incentive 
of the student. Dr. Osler remarked that “it is astonish- 
ing with how litde reading a doctor can practice medi- 
cine, but it is not astonishing how badly he may do 
it.” Again, this type of regimentation has worked to 
the advaniage of the medical profession. In fact, it is 
nothing more than an expression of the inherent de- 
sire in all professions for self-improvement. But, even 
here, the erstwhile student, learning under the direc- 


tion of his teachers, must become a student in his 
own right, interpreting his own experience as well as 
interpreting the experience of others, and, to attain 
the highest reaches of medicine, he must become an 
individual thinker and doer. In other words, he must 
reach the point, described by Marcus Aurelius, where 
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“a man must stand erect, not be kept erect by others.” 


Even the field of therapy has become somewhat 
standardized. On the good side is the scientific 
pharmacology which iests the manner of working of 
drugs and biologicals in their application to human 
disease and disorder, and which gives precise informa- 
tion to guide us in cur clinical use of these remedies. 
On the bad s‘de, is the influence of the drug manu- 
facturers through their literature, that clutters up our 
mail, and their detail men that visit our offices, bribe 
us with samples, and steal away our brains with dog- 
matic statements concerning the efficacy of this 
prepareton or that. Not long ago my secretary said 
to me, “there was a very nice detail man here this 
morning who insisted upon seeing you. When I told 
him that you did not sce detail men, he asked me, 
how, then, you succeeded in keeping up with modern 
medicine. I told him that I did not know but that 
he might wait and ask vou.” I wondered what ex- 
planation I might have given him. If this be regimenta- 
tion, our medical journals are engaged in fostering it. 
The scientific sections of these journals are sand- 
wiched between pages of advertisements of proprietary 
remedies, many of them with lurid displays and ex- 
travagani claims. The first number of one of our lead- 
ing ‘ournals of internal medicine, appearing some five 
and a half years ago, contained twenty-five pages of 
such advertisements. The February, 1952 number de- 
voted fifty pages to such purpose. It impresses me as 
somewhat incongruous to find scientific articles asso- 
ciated so intimately with the claims of drug vendors. 


The drug manufacturers of this country have be- 
come :o wealthy through the exploitation of their 
products, glaring examples of which are the vitamins 
and anti-histemin preparations, leading to their abuse 
rather than use bv the medical profession and _ the 
public generally, that they are virtually able to sub- 
sidize the clinical investigation of their untried 
remedies by our leading clinics and medical schools. 
This has led to premature publication of such studies, 
the advancement of claims that are not supported by 
the passage of time, and to criticism of the profession 
for lending itself to such procedures. This custom 
needs full re-evaluation. 


Though these influences toward regimentation of 
the medical profession may be very real, and on the 
whole desirable, we need not become apprehensive 
that doctors are destined to become so much alike as 
to be hastily mistaken one for the other. No system of 
medical education has been found whereby wisdom 
can be conferred along with the M. D. degree, it has 
not yet been shown that judgment is acquired with 
knowledge, and there is grave question as to whether 
education increases intelligence. We certainly have 
the best informed medical profession that the world 
has ever known. There is less certainty that our medi- 
cal men have correspondingly increased in wisdom, 
judgment and intelligence. As long as disparities exist 
in these fields, we need have no fear of true regimenta- 
tion in the medical profession. 
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During the last two decades, two very important 
agents have been added to the armamentarium of the 
anesthesiologist. Lundy and Tovell introduced pento- 
thal sodium in 1934 and Griffith introduced curare 
(Intocostrin Squibb) in 1942. Since their intro- 
duction, these two drugs have enjoyed great popular- 
ity both in this country and abroad. 

Pentothal sodium is a water soluble, ultra short 
acting thiobarbiturate. The usual method of ad- 
ministration is by the intravenous route and is given 
in a number of concentrations, varying from the usual 
two percent down to one tenth of one percent. In- 
duction is rapid and pleasant. These two features 
alone are responsible, I think, for its great popularity 
among the laymen and likewise the profession. These 
two features have in fact caused many of its short- 
comings to be overlooked. Is its present important 
position in the field of anesthesiology justified? This 
question can be answered in two Ways: as a total 
anesthetic, no; as an important supplementing agent, 
yes. 

If pentothal sodium is to continue to be the valuable 
agent that it is, we must not use it as a total anesthetic. 
Large doses, whether administered over short or long 
periods are potentially hazardous even though the pa- 
tient appears to be in good condition. After the ad- 
ministration of a large dose of the drug, patients 
react as they do to long acting barbiturates. The prob- 
lem is no longer one of barbiturate hypnosis or anes- 
thesia, but one of sublethal barbiturate poisoning, 
with the inevitable depression of respiration, circula- 
tion and the nervous mechanisms which control them. 

Two of the drugs shortcomings become quite evi- 
dent when it is used as a total anesthetic. The first 
is its weak analgesic property. Those of you who have 
administered much pentothal sodium discovered soon 
that it required large doses to completely depress 
painful stimuli arising from the skin and other tissues 
richly supplied with pain receptors. The second is its 
inability to relax skeletal muscle. In an attempt on the 
part of the anesthetist to overcome these two de- 
ficiencies in the drug, large doses had to be given with 
often disasterous results. 

Barbiturates, when employed in anesthetic doses, 
cause a diminution in the depth of respiration, accord- 
ing to Adriani;! and a diminution in the rate and 
depth of respiration, according to Goodman and Gill- 
man.2 Beecher and Moyer? in investigating in animals 
the mechanism of respiratory failure under barb- 
iturate anesthesia, have pointed out the dangers in- 
volved in anoxia as well as in carbon dioxide ac- 
cumulation. They state that in animals under pento- 
thal, the respiratory center rapidly loses its sensitivity 


*Presented at Annual Meeting, S. C. M. A., May 15, 1952. 
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to its normal stimulus, carbon dioxide, as anesthesia 
is deepened, and that under such circumstances, 
anoxia may so stimulate respiration as to mask serious 
respiratory depression. 

Taking these facts into consideration, it becomes 
obvious that the inhalation of oxygen with carbon 
dioxide absorption during pentothal anesthesia is 
necessary regardless of the length and depth of the 
anesthetic. 

Pentothal sodium, in present day practice, is ad- 
ministered in combination with one or more of the 
inhalation agents. By using the drug in this manner, 
a far safer anesthetic can be given. When given in 
combination with the less potent inhalation agents, 
nitrous ®xide or ethylene, very satisfactory anesthesia 
is obtained for a large number of surgical procedures. 
Much less pentothal is required to maintain the same 
plane of anesthesia when used in combination with 
nitrous oxide and oxygen. Barton, Wicks and Living- 
stone4 demonstrated this fact in animals and human 
subjects. They found that about one fourth the amount 
of pentothal was necessary to maintain the same 
plane of anesthesia as was needed when pentothal was 
used alone. They also found that the blood arterial 
oxygen was increased in these cases. The anesthesia 
recovery time, which is so important, is greatly de- 
creased. We make it a practice, in our institution, 
never to use pentothal alone, but use it in combination 
with an inhalation agent and oxygen regardless of the 
length or depth of anesthesia necessary. 

The fate of pentothal in the body is controversial. 
Unlike the inhalation agents, which are unaltered in 
the body, the barbiturate molecule must either be 
rapidly broken down or conjugated to account for its 
short action. Earlier, it was believed that the liver 
was responsible for the detoxification of the short 
acting barbiturates. Many yet adhere to this theory. 
Mark et alS found that in man, pentothal breaks down 
slowly (15% per hour), contrary to previous assump- 
tion. They believe that the early recovery is a function 
of plasma-tissue shift rather than a rapid breakdown. 
From the most recent investigation, it appears that 
one is justified to give small doses of pentothal in 
cases with slight or moderate liver dysfunction. 

One of the most valuable properties of pentothal 
sodium is, it is non explosive. When used in combina- 
tion with nitrous oxide and oxygen, electro-surgical 
instruments may be used in direct contact with the 
agents, without danger of fire or explosion. This adds 
greatly to its use in modern surgery. 

During recent years, there has developed a trend 
away from the slow, sometimes difficult induction of 
anesthesia with the various inhalation agents. Because 
of the compatability of pentothal with these agents, it 


& 
237 a 
t 
a 
a 


238 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


is becoming more popular to administer the agent to 
obtain a rapid surgical stage and then maintain the 
stage with the inhalation agent. This is valuable in 
the very apprehensive patient, in the strong and robust 
male and in cerin other patients with increased 
metabolic rates. I do not believe it should be used in 
this manner routinely nor should it be used in this 
manner solely to speed up the turnover of patients in 
a particular operating room. In many cases, varying 
degrees of anoxia may develope before the main- 
tenance anesthesia is established, necessitating 
artificial respiracion, and in others, this practice 
actually retards the development of surgical anesthesia 
by decreasing the intake of the anesthetic gas because 
of respiratory depression. 

From what has been stated. some simple rules 
might be made concerning the use of pentothal sodium 
in anesthesia. 

1 


2. Excessive doses should be avoided. 


It should not be used as a total anesthetic agent. 


3. Ic is best used in combination with oxygen or 
with an inhalation agent and oxygen. 

4. It should not be used in cases where the 
oxygenation of the tissues is impaired as in de- 
creased vital capacity, respiratory obstruction, 
anemia, shock-or in severe cardiac disease. 


Use with caution in severe liver disease. 


6. It is best used in operations of a minor nature 
and in those of short duration. 


An excellent choice when electro-surgical in- 
struments are to be used. 


An ideal anesthetic agent must include among its 
advantages the property of muscle relaxation without 
endangering the life of the patient with an excessively 
deep plane of anesthesia. Few if any of our general 
anesthetic agents possess this property. In 1942, 
sriffith introduced curare into the field of anesthesia, 
not as an anesthetic, but as an agent to be used solely 
for the production of muscle relaxation. 

Anesthesiologists were quick to adopt the use of 
this new agent. With it, they could obtain the degree 
of muscle relaxation they desired with light planes 
while using the more potent anesthetic agents. It also 
increased the range of usefulness of the less potent 
agents. This was indeed a great step in the progress 
of anesthesia. 

The drug curare has a long and very interesting 
history. For centuries. it has been used by certain 
South American Indians in hunting and fighting. 
Crude preparations of curare were made by brewing 
together the leaves, roots and bark of a number of 
plants in that region. The drug was introduced into 
the enemy on darts, arrows and spears that had been 
dipped into this crude concoction. Explorers returning 
from this region brought with them samples of the 
drug in containers made of bamboo tubes, clay pots 
and gourds. The preparations in these various contain- 
ers were thought to be different, but Gill,6 recently 
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discounted this idea, saying, regardless of the plants 
from which a given batch of curare had been pre- 
pared, the batch was simply placed in the most 
accessible container. 


Gill€é collected and made curare in the field from 
vines identified as Chondrodendron Tomentosum. 
This work represented the first time that the exact 
source of a form of curare was recorded. This 
authenticated type of curare was the source of 
material from which Wintersteiner and Dutcher in 
1943 prepared crystalline d-tubocurarine chloride. 
D-tubocurarine is the active ingredient of Intocostrin 
which was the first curare preparation used in the 
field of anesthesiology. 


The curare effecc is the interruption of nerve im- 
pulses at the myoneural junction, so that the muscle 
will respond neither to injected acetylcholine nor to 
stimulation of its nerve. The action is essentially peri- 
pheral so that a nerve bathed in curare will still con- 
duct impulses. The curare effect, neutralization of the 
acetylcholine reaction, the fundamental neuromuscu- 
lar stimulation mechanism, has been shown to be in- 
hibited by prostigmine. Prostigmine is known to in- 
hibit choline esterase which, in turn, destroys acetyl- 
choline and thus to restore the acetylcholine pre- 
ponderance at the myoneural junction. 


For the typical effect of curare to be observed, it is 
necessary that it be administered by the intravenous, 
intramuscular or subcutaneous route through which 
effective concentrations can be reached. The duration 
of the effect is short. The drug is eliminated by the 
kidneys probably unchanged, as pointed out by 
Boehm, who discovered the curarizing properties of 
urine collected from curarized animals. 


The combination of pentothal sodium and curare 
has a very important place in the field of anesthesiol- 
ogy. By introducing curare into a patient anesthetized 
with pentothal we find again an agent that will de- 
crease the amount of pentothal necessary for the 
particular case. As stated before, pentothal, except in 
very toxic doses, produces little or ng muscular re- 
laxation. In addition, curare inhibits many of the re- 
flex activities so commonly experienced with pentothal 
alone. Although there is no proof, it was thought by 
Baird and Johnson? to be a definite synergistic re- 
lationship between the two drugs. 


Pentothal and curare may be administered by two 
different methods. The drugs may be mixed in the 
same solution or given in separate syringes. Pentothal 
in 2%% strength may be mixed with d-tubocurarine 
without danger of precipitation. This was not the 
case when using Intocostrin. Due to the wide differ- 
ence in the ph of the two drugs, a precipitate of acid 
pentothal was formed. Intocostrin was acid, ph 5.1 
and pentothal is alkaline, ph 10.35. A suitable mixture 
may be made by mixing five cubic centimeters of 
d-tubocurarine solution with one half gram of pento- 
thal sodium dissolved in fifteen ce of sterile distilled 
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water. This results in a solution containing five units 
of d-tubo and twenty milligrams of pentothal sodium 
per ce. 

In cases where pentothal curare was indicated, | 
preferred using separate syringes for the two drugs. 
because it was very difficult to tell in many instances, 
which effect predominated, the curare or the pento- 
thal. Baird, Johnson and Van Bergen7 have used the 
above mixture in many different types of cases with 
good results. I have found it a poor choice in ab- 
dominal surgery because of the severe respiratory de- 
pression. 

Pentothal-curare solution is administered intra- 
venously in the same manner as pentothal alone. Be- 
cause small amounts of the agent are injected over 
long periods of time, it is necessary to prevent blood 
from clotting in the intravenous needle. This may be 
accomplished by the injection of the solution thru 
the tubing of a continuous intravenous drip. The dis- 
advantages of administration of pentothal-curare 
solution are mainly of a mechanical nature, such as 
difficult venipunctures, dislodging or plugging of the 
needle and leaky connections. If it issnecessary to 
change the position of the patient, the danger of dis- 
lodging the needle is increased. 

Adequate premedication with morphine and _ atro- 
pine or scopolamine should be given to patients who 
are to receive pentothal curare anesthesia. This pre- 
vents excessive mucus secretions and helps in the 
elimination of laryngospasm which has been a com- 
mon occurrence in pentothal anesthesia. 

Some of the advantages of pentothal curare anes- 
thesia combined with nitrous oxide and oxygen might 
be stated. 

1. Cardiac irregularities are uncommon unless 
anoxia is present. It has a minimal effect upon the 
cardiac conduction mechanism. 

2. Postoperative nausea and vomiting are not com- 
mon. 

3. Induction and recovery are calm. 


4. Circulatory depression is insignificant. 
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5. The outstanding advantage of this type of anes- 
thesia is the elimination of the explosion hazard. I 
think it is by far the best choice when electro-surgical 
instruments are to be used. 


My experience with this type of anesthesia is not 
nearly as extensive as that of many who use it almost 
routinely. In my hands several disadvantages have 
overshadowed the advantages. Recovery has been 
slow in many cases necessitating constant observation 
until consciousness reappeared. Danger of respiratory 
obstruction and anoxia are great during the prolonged 
recovery period. During the anesthesia, respiratory de- 
pression is often severe necessitating long periods of 
respiratory assistance. Prolonged periods of apnea 
with controlled respiration are sometimes detrimental 
to circulatory dynamics, resulting in poor cardiac fill- 
ing and a decreased cardiac output. 

Because of the properties of pentothal and curare, 
this type of anesthesia should not be used in patients 
with a history of asthma or in those with myasthenia 
gravis. It should be administered by a competent 
anesthetist who has adequate facilities at hand for 
providing artificial respiration and a patent airway. 
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W. G. Morenouse, M. D. 
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I wish to discuss for a few minutes a group of drugs 
that any physician has to prescribe practically every 
day—the barbiturates. No doubt, many of my remarks 
are familiar to all of you, but I think a review of the 
barbiturate problem is in order, particularly in view 
of new legislation which went into effect just recently. 


Since barbital, under the trade name “veronal,” was 
first placed on the market in 1903, over 1500 deriva- 
tives of barbituric acid have been made—about 100 
of these have been thoroughly tested and manu- 
factured for dispensing. Phenobarbital—trade name 
“luminal”—is the second oldest of these drugs. Both 
of them are U.S.P. and have proven their value through 
the years because of their reliability in producing 
sedation, their quick elimination and their absence of 
undesirable toxic effects. 


For 75 years before barbital was introduced, bro- 
mides were the chief sedatives prescribed. Due to the 
side effects such as gastric distress and slow elimination 
of the drug, resulting in bromide rash, mental dis- 
turbances and neurological complications, the barbital 
drugs gained rapid favor. In 1912, phenobarbital was 
first used in the control of grand mal epilepsy and it 
is still one of the best drugs for this condition, the 
only disadvantage being the mild apathy when seizures 
are fully controlled. 


Because of low toxicity and absence of side effects, 
we were lulled into believing that barbiturates were 
entirely harmless. I distinctly remember being given 
the impression in medical school that these drugs 
could be prescribed indefinitely without fear of ad- 
diction, and the first few years I practiced, that was 
the current feeling. 


During and since World War II attention has been 
called to the tremendous increase in the use of 
barbiturates, and a study of hundreds of cases of 
habitual users in large doses reveals that these drugs 
are addicting. Dr. Harris Isbell, Director of the Re- 
search Division of the United States Public Health 
Service Hospital in Lexington, Kentucky, says that 
barbiturates are definitely addicting from the phar- 
macologists point of view in that a characteristic ill- 
ness develops when the drug is abruptly stopped. The 
psychiatrist says it is addicting because of the 
deleterious effects on the personality. The social 
workers and law enforcement officials recognize it as 
addicting because of disturbances in social relation- 
ships and in tendencies to commit criminal acts. 
Presently I will show a few slides which will dem- 
onstrate more forcibly the problem as it stands today. 


Dr. Isbell states that “abstinence from barbiturates 
is, in fact, more dangerous to life than is abstinence 
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from morphine.” He cautions doctors to take 3 to 4 
weeks in getting a barbiturate addict off the drug and 
the dosage should not be reduced by more than 1% 
grains daily. 


I want to emphasize that what I have to say refers 
to the individual who is using four to ten times the 
amount usually prescribed. Where it is used as pre- 
scribed to produce relaxation in such cases as hyper- 
tension or in transient emotional upsets, no harmful 
effects are noted even with long usage. When it is 
used as an escape mechanism, we can anticipate a 
problem. We all recognize that certain of our patients 
are “habituation” or “addiction” prone—by judicious 
prescribing with suitable warnings when indicated, 
we can prevent some of these “sensitized” people from 
becoming habitual users. Many institutions caring for 
epileptics have found phenobarbital to be consistently 
effective in the original doses for years. No appreciable 
tolerance to the drug is developed in the average case: 
there is no elevation of the toxic dose, and psycho- 
logical testing reveals no deterioration. In chronic 
intoxications, however, the electroencephalogram is 
abnormal—high voltage waves of fast frequency are 
demonstrated while taking the drug; and if it is 
abruptly stopped, these high frequency waves appear 
in bursts and you know that a convulsive seizure is 
impending. In fact, the encephalogram at this stage 
is almost identical with that of a person who has 
grand mal epilepsy. 


I want to show a few slides now to indicate the 
scope of this problem, to mention a few of the contra- 
indications, and a few suggestions as to how we might 
actively reduce the frequency of the problem case. 


You will see that in only 14 years the use of 
barbiturates has increased four times. Twenty-five 
per cent of all poisoning cases that come to the general 
hospital are due to these drugs. They lead all other 
drugs in the deaths caused and they are second only 
to carbon monoxide in effective suicidal attempts. The 
tragic apparent discrepancy in the last two statements 
is due to the fact that only one-third of these people 
meant to commit suicide—the other two-thirds were 
accidental due to overdosage because of the blurred 
judgment. In the United States deaths have increased 
600% in the last 10 years. The figures have been 
more striking in the large metropolitan areas: Los 
Angeles reports an increase of seven times in four 
years while Chicago’s death rate has gone up 13 times 
in eight years. When we stop to realize that so often 
suicides and accidental deaths of this nature are given 
the minimum of publicity because of the importance 
of the person involved, we wonder what the true 
statistics actually are. 
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A few words about the action of barbiturates: of 
course, they are primarily used as a depressant of the 
central nervous system—mild sedation to deep coma 
can be produced. These drugs, short of anesthesia, 
have no analgesic properties; but an interesting thing 
is the marked increase in effectiveness of the salicy- 
lates when small quantities of barbiturates are added. 
The reverse is not true: the salicylates do not enhance 
the sedative effects of the barbiturates. Another point 
of interest is that phenobarbital alone, short of anes- 
thesia, is the only member of this group that has anti- 
convulsive properties. The respiratory system is de- 
pressed; death is usually due to respiratory failure. 
The drugs are not toxic to the heart, but in large doses 
cause vaso-dilatation. In the absence of disease of 
these organs, the kidneys are not directly affected; the 
older, long-acting drugs are eliminated through the 
kidneys, so if there is renal impairment, they should 
be avoided. Where there is overdosage, you may have 
oliguria or anuria. Likewise, ordinarily the liver is not 
affected, but since the short-acting barbiturates are 
handled by the liver, they must be avoided where 
there is impairment of function. 


Idiosyncracy to the barbiturates does not occur 
often—when it does happen it might be quite puzzling 
and distressing. Natural idiosyncracy occurs in some 
people taking small to moderate doses—they com- 
plain of a “hangover” feeling after the sedative effects 
wear off and may even have a good deal of pain. 
Acquired idiosyncracy occurs among those who have 
a tendency to asthma, urticaria and other forms of 
allergy. If barbiturates are used in painful conditions, 
do not be surprised if once in a while restlessness is 
increased or even delirium is encountered. Among 
elderly people where there is beginning to advanced 
sclerosis, these drugs may act paradoxically and your 
patint will and restless instead of 
sedated. Caution shou'd be used where there is a high 
fever, hyperthyroidism, severe anemia or congestive 
heart failure. 


remain awake 


What legislation has been enacted to help us con- 
trol the use of these drugs? South Carolina, since 
1938 has had a Barbiturate Act; even if they didn’t 
appropriate any money for the enforcement of it until 
1945. The present laws require that barbiturates are 
to be sold only on a prescription, and it must specify 
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if it can be refilled. Barbiturates may be dispensed by 
a physician, bui if more than one dose is left, it has 
to be in a container with the patient’s name and 
directions on it. A single prescription may not be re- 
filled more than twice, and then not before the pre- 
scribed dosage at the proper times have been ob- 
served; and if 60 days clapses from the date on the 
prescription it cannot be refilled. 


Since I have presented a problem, it is only fair 
to offer some possible solutions to the problem. These 
certainly are not the only solutions—a respectful 
recognition of the problem by all concerned will be 
necessary to lower the poisoning and death rates and 
restore these drugs to their rightful place in the 
armamentarium of the physician. First of all, a close 
observance of the existing laws will be necessary. Re- 


striccing laws are irksome, especially to a person in 
the practice of his profession, but if they are reason- 
able laws, the inducement to conform is much greater. 
I believe that unless definitely contraindicated, the 
patient should know he must follow your directions 
explicitly and the potential dangers of increasing the 
dosage should be explained. A good scheme is ‘o 
rotate the barbiturates with other sedatives such as 
paraldehyde, chloral hydrate and bromides. Whenever 
at all possible, if the doctor can spare a few extra 
minutes to listen, he will often find several clues re- 
garding his patient’s insomnia and tension which 
might indicate to him a relatively simple solution of 
the situation which will be permanent and _ not 
temporizing. One approach to the problem has been 
the suggestion that emetic drugs be added to the seda- 
tives, so that if an overdose is taken it will promptly 
be eliminated. One argument against this is that if 
sufficiently large doses are taken, the emetic might 
paralyze the center dealing with regurgitation and 
poisoning would still ensue. Recent work with zinc 
sulfate indicates it is apparently more effective in % 
this respect than ipecac, due to the local irritant effect 
on the gastric mucosa rather than dependence on the 
central emetic effect. 


This paper has been written to present the bar- 
biturate problem as it stands today. It certainly is not 
an indictment against a very useful group of drugs, 
but a reminder that care must be used if we are to 
obtain the results we want. 
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IN MEMORIAM 


Again the Memorial Committee brings you the report of those who have died during the 
past year. 


Many of these men served long and faithfully as loyal members of this Association, and 
devoted their lives to the practice of their art—being true Aesculapians. 


No words that we can say will add luster to their names, nor fill the aching hearts of those 
who loved them. 


Truly there is something about a good doctor that sets him apart from other men. 


NAME ADDRESS 


Clinton 


DATE OF DEATH 
May 14, 1951 


. J. Lee Young 


Dr. William T. Lander Williamsion May 15, 1951 

Dr. William Eugene King Aynor Mav 27, 1951 

Dr. Wilson C. Brown Newberry July 1, 1951 

Dr. S. B. Fishburne Columbia July 8, 1951 

Dr. Ralph E. Brown Barnwell July 17, 1951 

Dr. Archie B. Hooton Olar September 1, 1951 
Dr. Lonnie M. McMillan Mullins September 2, 1951 
Dr. Hugh E. Wyman Columbia September 2, 1951 
Dr. Marvy Baker Blackburn Marion September 3, 1951 
Dr. James T. Quattlebaum Columbia September 5, 1951 
Dr. Peter A. Brunson Ridge Spring September 10, 1951 
Dr. Otis H. Purvis Cheraw September 20, 1951 
Dr. Nathan N. Schofield Marion September 24, 1951 
Dr. Daniel L. Maguire Charleston October 6, 1951 
Dr. J. Creighton Mitchell Charleston October 25, 1951 
Dr. William B. Rvan Ridgeland November 5, 1951 
Dr. Paul L. Nevill Saluda November 9, 1951 
Dr. Edgar O. Horger, Jr. Greenville November 26, 1951 
Dr. Augustus T. Neely Newberry February 1, 1952 
Dr. Robert M. Potts Fort Mill February 9, 1952 
Dr. Arthur E. Cannon Converse February 14, 1952 
Dr. Elias E. Cooley Greenville February 18, 1952 
Dr. Samuel J. Summers, Jr. Cameron February 26, 1952 
Dr. Thomas N. Dulin Clover March 7, 1952 

Dr. Hawkins K. Jenkins State Park March 16, 1952 

Dr. George B. Haselden Cades April 1, 1952 

Dr. Alexander S. Blanchard Williston April 8, 1952 

Dr. O. P. Wise Saluda April 24, 1952 

Dr. John W. Carroll Russellville May 4, 1952 


. Allen Huggins Johnson Hemingway May 14, 1952 


(The Annual Report of The Memoria! Committee, presented at Annual Session, May 12, 1952) 
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SEPTEMBER, 1952 


FREEDOM OF EXPRESSION OF THOUGHT 


Elsewhere in this issue appears an article by Dr. 
Heyward Gibbes which was presented at the annual 
session of our state association at Myrtle Beach. That 
portion of his paper which deals with the activities of 
drug manufacturers provoked considerable comment 
and in some instances severe criticism. The ideas 
which Dr. Gibbes expressed are at variance with those 
which are held by many practicing physicians and 
medical societies and the suggestion was made to the 
Editor that because of this the article should not be 
printed in this Journal without marked change. 


This Journal is the official publication of our state 
medical association and as such is a medium through 
which members of the association may present their 
views. Freedom of expression of thought has been and 
will continue to be one of the fundamental policies of 
this publication, even though the sentiments ex- 
piessed be opposed to those held by the association 
itself or by a majority of its members. Dr. Gibbes, one 
of Columbia’s leading physicians and one of the state’s 
leading internists, is a member of our association and 
as such is fully entitled to present his opinions for 
publication. We have, therefore, printed his article 
without change. 


Freedom of expression of thought is also available 
to those who disagree with Dr. Gibbes and the Editor 
wishes to comment upon one particular phase of his 
criticism of the drug manufacturers, namely that part 
which deals with advertising in medical journals. 


In the latter part of his article, Dr. Gibbes writes, 
“If this be regimentation, our medical journals are 
engaged in fostering it. The scientific sections 
of these journals are sandwiched between pages of 
proprietary remedies, many of them with lurid dis- 
plays and extravagant claims. The first number of one 
of our leading journals of internal medicine, appearing 
some five and a half years ago, contained twenty. five 
pages of such advertisements. The February, 1952, 
number devoted fifty pages to such purpose. It im- 
presses me as somewhat incongruous to find scientific 


articles associated so intimately with the claims of 
drug vendors.” 


Since the above indictment would certainly apply 
to this Journal we need to examine the facts with care. 
If the author is correct in his accusation, this Editor 
would be the first to suggest that we discontinue 
publication, since it would be impossible for this, and 
practically every other medical journal, to be printed 
without the income derived from advertising. 

How does the Journal of the S. C. Medical Asso- 
ciation secure its drug advertising and what effort is 
made to see that the advertisements state facts and 
not fiction? An answer to that question should help 
to clarify the issue. 


Our Journal secures its drug advertising through the 
State Journal Advertising Bureau of which it, along 
with 33 other state medical journals, is a member. 
This Bureau was organized in 1913 by the Board of 
Trustees of the A.M.A. and its policies and principles 
have been developed by an advisory committee com- 
posed of five state medical journal editors, the General 
Manager and Secretary of the A.M.A., the Editor of 
the Journal of the A.M.A., and the Secretary of the 
A.M.A. Council on Pharmacy and Chemistry. The 
Director of the Bureau maintains an office in the head- 
quarters of the A.M.A. in Chicago. 


The two basic principles which must be met by all 
advertisers of drugs before their advertising will be 
accepted by the Bureau are; (1) only those drugs 
which have been “accepted” by the A.M.A. Council 
on Pharmacy and Chemistry may be mentioned in the 
advertisement, and (2) even though a drug has been 
“accepted,” no claims may be made for it in the ad- 
vertisement which cannot be backed up by scientific 
evidence. Whenever the Director of the Bureau is un- 
certain as to matter appearing in an advertisement he 
immediately appeals to the Secretary of the Council 
on Pharmacy and Chemistry for information. The 
A.M.A. Council on Pharmacy and Chemistry is gen- 
erally recognized as the supreme court in decisions 
concerning the efficacy of drugs. 


The principles which have been adopted by the 
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State Journal Advertising Bureau also apply to the 
Journal of the A.M.A. and to all the specialty journals 
published by the A.M.A. 


The editor is convinced that so far as the journals 
published by the A.M.A., the journals published by 
most of the other state medical associations, and the 
Journal of the South Carolina Medical Association are 
concerned, there is no evidence that “the scientific 
sections of these journals are sandwiched between 
pages of proprietary remedies, many of them with 
lurid displays and extravagant claims.” That some of 
the so-called “throw-away” medical publications are 
guilty of Dr. Gibbes’ accusation, we will not deny. It 
is no more fair, however, to indict all medical journals 
for the activities of the few than it is to condemn all 
physicians as unethical because of the actions of a 
small minority. 


CHLOROMYCETIN 


The Federal Security Agency has released the 
following information with regard to Chloromycetin: 

The Food and Drug Administration of the Federal 
Security Agency announced its decision to permit the 
continued distribution of the antibiotic drug Chloro- 
mycetin under revised labeling that will caution 
physicians explicitly against its indiscriminate use. 


Charles W. Crawford, Commissioner of Food and 
Drugs, said “The Administration has weighed the 
value of the drug against its capabilities for causing 
harm and has decided that it should continue to be 
available for careful use by the medical profession in 
those serious and sometimes fatal diseases in which its 
use is necessary.” 


The Commissioner said “FDA's decision was similar 
in principle to one made every day by thousands of 
doctors throughout the country who weigh the need 
for a potent drug against the possibility of harm to 
the patient.” 


Reports of blood disorders attributed to Chloro- 
mycetin led to a Nation-wide survey by the FDA late 
in June of the case records in hospitals and clinics. 
The case histories turned up by this survey were re- 
ferred to the National Research Council for its aid in 
evaluating the information. FDA’s decision today was 
based on the findings and recommendations of a special 
committee of the Council's Division of Medical 
Sciences. 


The committee of outstanding authorities on hema- 
tology and infectious diseases, was headed by Dr. 
John Holmes Dingle, Professor of Preventive Medicine 
at Western Reserve University, Cleveland, Ohio. The 
committee considered the records of 410 cases of 
serious blood disorders, of which 177 were definitely 
known to have been associated with the use of 
Chloromycetin. 
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In 61 cases Chloromycetin was the only drug ad- 
ministered. In the remaining 116 cases other drugs 
had also been given. In both groups fatalities totaled 
50 percent, attributable to aplastic anemia and related 
conditions in which the bone marrow has lost its ability 
to manufacture both red and white cells of the blood. 


A group of 168 cases, including 97 cases of aplastic 
anemia, was eliminated from consideration by the com- 
mittee because it was determined that Chloromycetin 
had not been administered. A remaining group of 65 
cases in which Chloromycetin may or may not be in- 
volved, continues under investigation. 


It is estimated that since the drug came on the 


market in 1949, it has been administered to something 
like eight million patients. 


AMA NEWS NOTES 


OFFERS AID TO DOCTORS DISCHARGED 
FROM MILITARY 


A new program has been set up by the American 
Medical Association to acquaint physicians newly-dis- 
charged from the armed forces with existing op- 
portunities in private practice, industry, hospitals and 
medical schools throughout the country. Inaugurated 
by the Council on National Emergency Medical 
Service, the plan incidentally will also provide re- 
placements for physicians classified priority I under 
the “Doctor Draft Law” who are now deferred from 
active military service because of essentiality. 


The Council will contact army, navy and air force 
physicians before they are discharged to find out if 
they have any post-service plans. If the doctor hasn't 
made any plans, he may indicate to the Council where 
he wants to locate and in what field of medicine he is 
interested. This information will be sent to state medi- 
cal societies and to state medical advisory committees 
to the Selective Service System. Correspondence with 
individual physicians on these lists will be handled 
by either the state advisory committees or the medical 
societies. 


SURVEY ON RESEARCH PROJECTS 


Questionnaires will be sent out this month by the 
AMA’s Committee on Research to determine what 
medical research projects currently are in progress 
throughout the country. The survey has a three-fold 
purpose: To establish an up-to-date file of medical 
research projects; evaluate the premise that certain 
fields of medical research are suffering from lack of 
financial support, and consider the actual contribution 
of individual scientists in terms of free time and per- 
sonal expenditure of funds. A random sample of 15,000 
physicians from all parts of the United States and 
selected personnel from medical schools, public health 
services and pharmaceutical firms will be asked to 
participate in the survey. 


‘ 
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STANDARDS FOR INDIGENT CARE 


The Committee on Indigent Care of the AMA's 
Council on Medical Service has outlined the following 
criteria for developing indigent medical care plans. 
The Committee believes that indigent medical care 
plans should provide all the services which normally 
are available locally to other citizens, and should make 
equal services available to all indigent persons—the 
blind, old age pensioners, dependent children. Also, 
the Committee feels that such a plan should provide 
for medical supervision and, wherever possible, offer 
a free choice of physician for both home and office 
care. The plan should use existing facilities, avoid 
duplication and provide for local administration by a 
single agency of the medical program for all groups 
concerned. 


The Committee believes that medical care for the 
indigent is a local problem requiring the wholehearted 
cooperation and participation of local physicians. Such 
plans should be administered locally regardless of the 
source of funds. 


U. S. MEDICAL SCHOOLS RECEIVE VOLUN- 
TEER GRANTS 


The sum of $671,834 was turned over by the 
American Medical Education Foundation to the Na- 
tional Fund for Medical Education for distribution 
to the 79 medical schools in the United States. This 
represents the amount collected from physicians dur- 
ing the first six months of 1952. This money added to 
the amount collected from industry by the National 
Fund for Medical Education was distributed July 31 
in the form of grants amounting to $15,000 to each of 
the 72 four-year schools and $7,500 to each of the 
seven two-year schools. 


NEW HEART DISEASE TRANSCRIPTIONS 
AVAILABLE SEPTEMBER 15 


A new series of radio transcriptions entitled “The 
Heart of America” will be released September 15 by 
the AMA’s Bureau of Health Education. Dramatizing 
various aspects of the heart and its diseases, the 13 
programs in the series are summarized by outstanding 
cardiologists and related experts. Subjects include: re- 
search in heart disease; heart murmur; rheumatism and 
rheumatic heart disease; the congenital heart disease 
program; the heart and athletics; coronary disease; 
overweight and the heart; arterial disease; high blood 
pressure and the heart; surgery for heart valve and 
arterial diseases; the heart in relation to stresses and 
strains; rehabilitation; protecting the good heart from 
injury, and how to live with a damaged heart. The 
series was produced in cooperation with the American 
Heart Association. 


HOSPITAL RATING OFFICE OPENS FOR BUSI- 
NESS 


Director Edwin L. Crosby, M.D., former super- 
intendent of Johns Hopkins Hospital, Baltimore, 
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opened the new Joint Commission on Accreditation of 
Hospitals office September 1 at 660 Rush Street, 
Chicago. The Commission, with representatives from 
the American Hospital Association, the American Col- 
lege of Surgeons, the American College of Physicians, 
the Canadian Medical Association and the American 
Medical Association, will assume responsibility for the 
hospital standardization program formerly carried out 
by the American College of Surgeons. The Com- 
mission’s program will get under way early this fall. 


MINUTES OF COUNCIL MEETING 
MYRTLE BEACH, S. C. 5-15-52 


The first meeting of the new Council was held at 
9:30 a.m. in the Assembly Room of the Ocean Forest 
Hotel, May 15, 1952. The meeting was called to order 
by the Chairman, Dr. O. B. Mayer. Members present 
were: Drs. J. P. Cain, Jr., Charles N. Wyatt, J. D. 
Guess, L. P. Thackston, J. C. Sease, J. H. Gressette, 
and Robert Wilson, Jr. 

Since this was the first meeting of the Council for 
the year 1952-53, the first order of business was or- 
ganization. Dr. O. B. Mayer was elected Chairman, to 
succeed himself, Dr. J. P. Cain, Jr. was elected Vice- 
Chairman, and Dr. Charles N. Wyatt was elected 
Clerk. 

Dr. Guess brought up the matter of expenses of the 
President of the Association, and on the basis of his 
experience during the past year, made the suggestion 
that provision should be made for payment of the 
traveling expenses of the President during the year of 
his term of office and, also, for some amount for his 
office expense. After discussion it was moved, seconded, 
and unanimously passed that the President should be 
paid mileage at the rate of seven cents per mile, and 
other traveling expenses for all travel on the official 
business of the Association, as is now provided for the 
Secretary and the Executive Secretary; also, that he 
should have an allowance for office expense in con- 
nection with work for the Association up to $50.00 per 
month if that amount should be necessary. 

The following additional budgets were approved: 


SECRETARY 
$1,200.00 
Office expense, supplies, tel. and tel. ..____- 300.00 


(The foregoing budget for the office of the Secretary 
is the same as for last year.) 


EDITOR 
$1,200.00 


OGice expense ............- 300.00 


(Plus cost of publication of the Journal) 


| “4 
q 


EXECUTIVE SECRETARY 
(INCLUDING TREASURER) 


6,000.00 
600.00 


Conterences and other 


Public Relations Act. .......--------- 500.00 


The Woman's Auxiliary 
$.50 per member (estimated) ~_~-~-~--- $ 600.00 
Historical Commission S$ 100.00 
General Contingent Fund $ 1,000.00 


On motion of Dr. Wyatt, seconded by Dr. Sease, the 
Treasurer was directed to transfer $5,000.00 from the 
General Fund to the Association's Reserve Account. 

Dr. Julian P. Price was re-elected Editor and Mr. 
M. L. Meadors, Executive Secretary, both unanimous- 
ly. 

The dates for the Annual Meeting in 1953 in Col- 
umbia were tentatively fixed for Tuesday, Wednesday 
and Thursday, May 12, 13, 14, 1953. The selection of 
there dates was contingent upon the ability to make 
satisfactory arrangements with the Columbia Hotel, 
and the Executive Secretary was directed to contact 
the Hotel Manager and ascertain if there would be 
any conflict with other engagements at that time. 

There being no further business, the meeting was 
adjourned. 

Respectfully submitted, 
Robert Wilson, Jr., M. D. 
Secretary 


MINUTES OF COUNCIL MEETING 
COLUMBIA, S. C. 6-10-52 


A special meeting of the Council was held at the 
Columbia Hotel, Columbia, S. C. at 4:30 p.m. on 
June 10, 1952. The meeting was called to order by the 
Chairman, Dr. O. B. Mayer. Members present were 
Drs. 1. W. Chapman, C. N. Wyatt, J. C. Sease. A. C. 
Bozard, J. P. Cain, L. P. Thackston and R. Wilson, 
Secretary. Also present were Drs. W. C. Cook, E. M. 
Dibble and D. F. Adcock. 

The minutes of che meetings of Council of May 12, 
13. 14, 1952 were read and approved as corrected. 

The Chairman called on Dr. Dibble who explained 
that a vacancy on the State Board of Medical Ex- 
aminers had been created by the death of Dr. N. B. 
Heyward, Member at Large and Secretary of the 
Board. Dr. Dibble stated that it was the opinion of 
the Board that their duties would be hampered by the 
lack of a member and requested Council to make a 
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nomination to the Governor of the State to fill the 
vacancy. After various questions were asked, Council 
went into executive session. 


After this session Drs. Dibble and Cook were asked 
to rejoin the meeting and the Chairman informed Dr. 
Dibble that Council had decided to defer the nomina- 
tion of anyone at this time but that another meeting 
would be called to make an interim appointment with- 
in sixty to ninety days. At this point Dr. Dibble retired 
from the meeting. 


The Chairman then called on Dr. Weston Cook, who 
gave a report to Council of the newly formed Griev- 
ance Committee, which first met June 9, 1952. Plans 
were made to carry out the program of this Committee 
as adopted and the Committee intended to advertise 
the fact of this new service both to the profession and 
to the general public. Officers of the Grievance Com- 
mittee had been elected as follows: Dr. Roderick Mc- 
Donald, Chairman, Dr. Weston Cook, Vice-Chairman, 
Dr. J. A. Siegling, Secretary. Council then approved 
of the plans of the Committee as outlined by Dr. Cook 
and he retired from the meeting. 


The Chairman noted that the time set for the next 
annual meeting was in conflict with the time previous- 
ly set by the North Carolina State Association for their 
mecting next year. Because of the likelihood that a 
number of exhibitors would be unable to attend both 
meetings it was voted to change the dates of the 
South Carolina State Association Annual Meeting to 
May 4-7, 1953. The Chairman and the Executive 
Secretary were directed to make the necessary 
arrangements with the managment of the Columbia 
Hotel, the Chamber of Commerce, and the Richland 
Couniy Medical Society. 


Dr. Wyatt noted the fact that Dr. Thackston, Presi- 
dent of the State Medical Association had just re- 
turned from Chicago where he had attended a confer- 
ence of the American Medical Association. It was 
moved by Dr. Wyatt, seconded by Dr. Sease that the 
President be reimbursed for necessary expenses for 
attending the meeting and that council authorize an 


annual expenditure for this purpose. This motion was 
passed. 


Dr. J. P. Cain noted that members of the Military 
Affairs Committee often went to some expense notify- 
ing men in their district who are about to be called 
into the service and expressed the thought that they 
should be reimbursed for this expenditure. We moved 
that Council authorize the members of this committee 
to be reimbursed for such necessary expenditures when 
approved by the Chairmin of the Committee, Dr. 
Owens, and when no funds were available from other 
sources to take care of this expense. The motion was 
seconded by Dr. Chapman and passed. 


Dr. Chapman noted that a great many members of 
the House of Delegates had failed to realize the im- 
portance of official communications to them and to 
attend to these matters in detail before a vote came 
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up on the floor of the House of Delegates. There was 
some discussion of this but it was felt by Council 
that little could be done and no action was taken. 

At this point Dr. Dibble, along with Dr. David Ad- 
cock, returned to the meeting and again requested the 
Council to act on filling the vacancy on the State 
Board of Medical Examiners. After their second de- 
parture it was felt that no action would be taken at 
this time but Council would reconvene and consider 
other possibilities in the not too distant future. 

The Chairman of Council then called to the at- 
tention of the Secretary the fact that his duties were 
outlined in the minutes of the meeting of June 1, 1950 
and Council directed the Secretary to follow the agree- 
ment made at that time between the Executive Secre- 
tary and Dr. N. B. Heyward. 

There was no further business and Council was then 
adjourned. 

Respectfully submitted, 
Robert Wilson, Jr., M. D. 
Secretary 


MINUTES OF COUNCIL MEETING 
COLUMBIA, S. C. 7-14-52 


Special meeting of the Council was held at the Col- 
umbia Hotel, Columbia, S. C. at 6 p.m. July 14, 1952. 
The meeting was called to order by the Chairman, Dr. 
O. B. Mayer. Members present were Drs. William 
Weston, Jr., L. P. Thackston, J. C. Sease, J. H. Gres- 
sette, C. N. Wyatt, R. L. Crawford, R. Wilson, Jr. and 
Mr. M. L. Meadors. 

The Chairman announced that the meeting had 
been called again to consider a nomination for the 
vacancy on the State Board of Medical Examiners 
created by the death of Dr. N. B. Heyward. The 
Chairman stated that Dr. H. E. Jervey, Jr. was not 
known by many of the members of the Council and 
had come prepared to meet them. On motion of Dr. 
Gressette, seconded by Dr. Weston, Dr. Jervey was 
invited to come in and meet the members of Council. 
He was introduced by the Chairman to all members 
and asked a few pertinent questions by the Chairman, 
after which he retired from the meeting. 

The Chairman then called for nominations to fill 
this office and Dr. W. C. Cook was nominated by Dr. 
Wyatt, seconded by Dr. Wilson; Dr. H. E. Jervey, Jr. 
was nominated by Dr. Sease, seconded by Dr. Thacks- 
ton. It was then moved that nominations be closed. 

There was considerable discussion of the wisdom of 
filling the vacancy at this time, participated in by 
Drs. Gresseite, Wyatt, Wilson, Weston, and the Chair- 
man. Dr. Wyatt withdrew his nomination of Dr. Cook 
and Dr. Sease withdrew his nomination of Dr. Jervey. 

Dr. Gressette then moved that the election of the 
successor to fill the position of Dr. Heyward as a 
member-at-large of the State Board of Medical Ex- 
aminers be deferred until the next meeting of the 
House of Delegates. This motion was seconded by 
Dr. Thackston. An amendment was then offered by 
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Dr. Wilson, seconded by Dr. Wyatt, that the vacancy 
might be filled at the discretion of Council, before the 
next meeting of the House of Delegates, if Council so 
desired. Both amendment and the original motion 
were then passed. 

Dr. David Adcock entered the meeting and answered 
many questions regarding the matter at hand. Dr. 
Adcock stated that he could only speak for himself 
and not as the official spokesman of the Board, and it 
was then moved and passed that the Secretary be 
directed to write to the Charman of the Board, Dr. 
E. M. Dibble, informing him of the action of Council 
and requesting an official expression of the desires of 
the Board of Medical Examiners in this matter. 

The Secretary then announced that a contract be- 
tween the South Carolina Medical Association and the 
Veterans Administration had been signed on June 30, 
1952 and forwarded to the office of the Veterans Ad- 
ministration in Washigton. The contract had been 
signed on advice of the counsel, Mr. M. L. Meadors, 
and a copy had been filled with him as well as a copy 
of the fee schedule in effect. The Secretary requested 
Council to confirm this action at this time and on 
motion this was done. 

The Secretary announced that the exact figure of the 
profit on the Journal for the past year had been re- 
corded in the minutes of the meeting of June 10, 1952. 
He announced that note had been made of the in- 
structions of the Chairman in regard to the duties of 
the Secretary and a copy of the agreement between 
the previous secretary, Dr. N. B. Heyward, and the 
executive secretary, Mr. M. L. Meadors, had been ob- 
tained from the latter officer. These instructions, en- 
titled “Duties of the Secretary,” were: 

1. The Secretary shall attend the General Meetings 
of the Association and of the House of Delegates and 
shall keep minutes of their respective proceedings. He 
shall be ex-officio Secretary of the Council. Acting 
with the Committee on Scientific Work, he shall pre- 
pare and issue all programs. 

2. He shall be custodian of all records, books and 
papers belonging to the Association, except such as 
properly belong to the Treasurer and Business Man- 
ager. 

3. He shall keep a card index register of all mem- 
bers of the Association. 

4. He shall, so far as possible, keep an accurate list 
of all physicians in the state who are not members of 
the Association. 

5. He shall conduct the official correspondence, 
notifying members of meetings, officers of their elec- 
tion, and committees of their appointment and duties. 

6. He shall employ such assistants as may be 
designated by the Council. 


7. He shall make an annual report to the House of 
Delegates. 

The Secretary announced that an inquiry regarding 
the eligibility of negro physicians for membership in 
the Association had been received from the Southern 


ng 
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Conference Fund, Inc. at New Orleans, La. This had 
been answered io the effect that while there is now 
no constitutional bar to their membership in the Asso- 
ciation such membership is dependent on membership 
in the constituent units of the Association, the County 
Medical Societies, each of which is the sole judge of 
its own requirements for membership. 

The Secretary then read a communication from the 
Secretary of the Arizona Medical Association in regard 
to the policy of certain Veterans Hospitals in accepting 
payments from Commercial Insurance Companies for 
non-service connected disability of veterans and their 
families. No action was taken on this matter at this 
time but further information was requested from the 
office of the Executive Secretary. 

There was no further business and the meeting was 
then adjourned. 


Respectfully submitted, 
Robert Wilson, Jr., M. D. 
Secretary 


DEATHS 


THADDEUS BENJAMIN REEVES 


Dr. Thaddeus Benjamin Reeves, 67, died at his 
home in Greenville on June 5, after a short illness. 
A native of Gray Couri, Dr. Reeves received his 


seducation at Clemson College and the University of 


Virginia Medical School in 1914. He spent five years 
at the Mavo Clinic as surgeon before going to Green- 
ville to practice. 

Dr. Reeves is survived by his widow and two sons. 


WILLIAM STEELE DENDY 


Dr. W. Siecle Dendy, 35, died suddenly on June 9 
from a heart attack. He was a native and lifelong resi- 
dent of Pelzer. 

Dr. Dendy was graduated from the Medical College 
of the State of South Carolina in the Class of 1924. 
He has not only served his community as a physician 
but as a civic leader as well. He was also prominent 
in the medical associations in the south. 

Surviving Dr. Dendy are his mother. his widow, a 
son and a daughter. 


JOHN HENRY McCULLOUGH 


Dr. John Henry McCullough, 82. retired physician, 
died at a hospital in Newberry on June 28, after 
several years of declining health. 

A native of Newberry County, Dr. McCullough at- 
tended the University of Marvland and was graduated 
from the Southern Medical College. now Emory 
University Medical School. He had practiced medicine 
from 1891 uniil his retirement in 1940, serving as 
Newberry County physician for a number of years. 
He was a member of the Newberry County Medical 
Association, the American Medica] Association and 
an Honorary member of the S. C. Medical Association. 

Dr. McCullough is survived by three sons. 
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ALLEN SMITH BEHLING 


Dr. Allen S. Behling, 64, died at his home in St. 
George on July 14, after an extended illness. 

Dr. Behling was graduated from the Medical Col- 
lege of the State of South Carolina in 1912. During 
World War I he served in the Medical Corps with the 
rank of Lieutenant. He practiced in St. George for 
many years until ill health forced him to retire. 

Survivors include his widow and one daughter. 


NEWS ITEMS 


Dr. William P. Beckman, superintendent of the 
State Hospital, has heen named State Director of 
Mental Health and Dr. William S. Hall has been ap- 
pointed to succeed him as Superintendent of the State 
Hospital. 


Dr. J. E. Campbell, Jr., of Camden, has begun the 
practice of medicine in Barnwell and is associated 
with Dr. Henry Gibson. 


Dr. Roy L. Cochcroft, formerly of Newberry, has 
begun his medical practice at Ridge Spring. 


Dr. Samuel Darby Pendergrass, a native of Col- 
umbia, has opened offices in Greenwood for the prac- 
tice of general medicine. 


Dr. C. C. Freeman, a Charleston County native, has 
moved to Williston and is practicing his profession in 
the offices formerly occupied by the late Dr. A. S. 
Blanchard. 


Dr. Julius Warren Welburn, Jr., who was formerly 
associated with Dr. “Buck” Pressly at Due West, has 
moved to Landrum to continue the practice of medi- 
cine. 


Dr. R. J. Outlaw has opened offices in Saluda for 
the practice of general medicine. Dr. Outlaw received 
lis elementary ducation on Sullivan's Island. 


Dr. Lawrencce D. Frederick has moved to Rock 
Hill to be associated with Dr. Angus Hinson in the 
practice of surgery. 


Dr. Frank Strait Fairey is now associated in the 
practice of surgery with Dr. W. B. Ward and Dr. 
Alton G. Brown of Rock Hill. Dr. Fairey is a native 
of St. Matthews. 


Dr. Charles B. Whitaker, a native Columbian, has 
opened offices in that city for the practice of general 
medicine. 


Dr. Von A. Long has moved from Prosperity to 
Newberry where he wil! continue his practice of medi- 
cine. 


Dr. Frank L. Culbertson, native of Laurens, and Dr. 
Malcolm B. Cook, a native of Gray Court, have opened 
joint offices in Laurens for the practice of general 
medicine. 


Dr. V. J. Hyams of Kershaw, has announced the 
association of Dr. William McDow. Dr. McDow is a 
native of Lancaster. 
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Dr. C. Guy Castles has returned to Columbia and 
opened his offices for the practice of pediatrics. 


Dr. A. J. Goforth, Jr., has returned to Greenville 
after serving with the U. S. Army in Japan for the past 
iwo years. He will be associated again with Dr. J. W. 
Jervey, his practice being limited to otolaryngology 
and endoscopy. 


Dr. V. L. Bauer and Dr. Walter L. Bryant have 
leased the Johnson Memorial Hospital at Hemingway. 
Johnson Memorial Hospital was opened by the late 
Dr. Allen H. Johnson in 1940. 


Dr. William H. Bridgers, of Columbia, has received 
notification of his election as a member of The Harvey 
Cushing Society. 


Dr. John T. Latham has begun practice as a special- 
ist in Dermatology in association with Dr. J. H. Crooks 
at 200 East North Street, Greenville. 
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FISKE FUND PRIZE DISSERTATION 
The Trustees of the Caleb Fiske Fund of the Rhode 


Island Medical Society announce the following subject 
for the prize dissertation of 1952: 


“THE PRESENT STATUS OF ANTI-COAGULANT 
THERAPY”. 


For the best dissertation a prize of $200 is offered. 
Dissertations must be submitted by December 1, 1952, 
with a motto thereon, and with it a sealed envelope 
bearing the same motto inscribed on the outside, with 
the name and address of the author within. The 
successful author will also agree to read his paper 
before the Rhode Island Medical Society at its Annual 
Meeting on May 7, 1953. Copy must be typewritten, 
double spaced, and should not exceed 10,000 words. 
For further information write the Rhode Island Medi- 
cal Society, 106 Francis Street, Providence 3, R. I. 


THE TEN POINT PROGRAM 


M. L. MEADORS. DIRECTOR OF PUBLIC RELATIONS AND COUNSEL 


PRIORITY HI DOCTORS CLASSIFIED 
By F. C. Owens, M.D. 


(Dr. Owens has been Chairman of the Medical Advisory 
Committee to the Selective Service System in South Carolina 
since its organization.) 

Local boards have been requested by State Selective 
Service to mail out classification questionnaires to all 
Priority III doctors, and upon receipt of these question- 
naires to proceed with classification and armed forces 
physical examination of these doctors. 


Receipt by these Priority II men of a card from 
their draft board that they are in I-A should not alarm 
the recipient. Notice to take a physical examination 
does not mean an early call. This examination is to 
find out which Priority HI men are unable to meci the 
physical requirements. 


It might be recalled that the doctors are registered 
in four priorities. General Lewis B. Hershey, Director 
of Selective Service, has this to say on the determina- 
tion of order of Priority of Special Registrants: 


“Under section 4 (i) (2) of the Act a special 
registrant who participated as a student in the Army 
specialized training program or a similar program ad- 
ministered by the Navy, or was deferred from service 
during World War II, for the purpose of pursuing a 
course of instruction leading to education in a medical, 
dental, or allied specialist category is in the first, 
second, or fourth order of priority depending upon the 
amount of active duty he has had in the armed forces 
or the Public Health Service subsequent to his com- 
pletion of or release from the program or course of 
instruction exclusive of any time on active duty spent 
in postgraduate training. If the special registrant has 


had less than ninety days of such active duty, he is in 
the first order of priority, if he has had ninety days or 
more but less than twenty-one months of such active 
duty, he is in the second order of priority, or if he has 
had twenty-one months or more of such active duty, 
he is in the fourth order of priority. 


A special registrant who did not participate as a 
student in the Army specialized training program or 
any similar program administered by the Navy, and 
was not deferred from service during World War I] 
for the purpose of pursuing a course of instruction 
leading to education in the medical, dental, or allied 
specialist category is in the third order of priority if 
he has had no active service in the Army, the Air 
Force, the Navy, the Marine Corps, the Coast Guard, 
or the Public Health Service subsequent to September 
16, 1940. If he has had any such active service at any 
time subsequent to September 16, 1940, he is in the 
fourth order of priority. Such active service includes 
any type of active service as a commissioned officer or 
as an enlisted man, and also includes any active 
service spent in postgraduate training while com- 
pleting an internship, residency, or fellowship in a 
medical, dental, or allied specialist category.” 


Those doctors who are in the first and third priority 
shall be selected for induction in the order of their 
dates of birth with the youngest being selected first. 
Those who are in the second and fourth priority shall 
be selected according to their length of active duty 
in the Army, Air Force, Navy, Marine Corps, Coast 
Guard, and Public Health Service. 


There are now listed by State Selective Service 
three men in Priority I who are subject to the draft. 
There are listed 22 men in Priority I who have re- 
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quested commissions but not yet have been called. 
There are, of course, others in the State who did not 
register but hold commissions and are subject to call. 

Unless conditions change, it is unlikely that any 
Priority III men will be called up before the end of 
1953. 


THE CANDIDATES’ VIEWS ON HEALTH 
INSURANCE 


Following are public statements of the four Candi- 
dates for President and Vice-President, on the issue 
of Compulsory Health Insurance, or Socialized Medi- 
cine: 


STATEMENT BY 
GENERAL DWIGHT D. EISENHOWER 


Re; ublican Nominee for President 


Ai his press conference in Abilene, Kansas, on June 
5, 1952, General Eisenhower was asked the question: 
“Are you for Compulsory Health Insurance?” 


Here is General Eisenhower's reply: 


“I am not going to answer too specifically, be- 
cause what could be in a bill labeled compulsory 
health insurance? I am not so certain. But I can 
tell you this: I am quite certain over the years 
that I was at Columbia, no one spoke out more 
thin I did against the centralization of power in 
Washington, against bureaucratic government 
and submitting our lives toward a control that 


would lead inevitably to socialism . . . I do believe 
that every American has a right to decent medical 
care.” 


In discussing Federal aid to medical education, 
General Eisenhower said that in private univer- 
sities we must “support medical education by 
private means, because if we didn’t it would be 
the first step toward the socialization of medicine, 
and I am against socialization.” 


STATEMENT BY 
GOVERNOR ADLAI STEVENSON OF ILLINOIS 


Democratic Nominee for President 


“I am against the socialization of the practice 
of medicine as much as I would be against the 
socialization of my own profession, the law... . . 
If the insurance principle could be brought to 
bear on these catastrophic illnesses, it would 
largely eliminate the specter of terror from the 
average home... . I am sure that... .. the 
common objective can be largely realized without 
the destruction of professional independence. 


“Basically, the problem is how to lift people 
over che costs of major illness. I don’t know 
whether voluntary plans can do the job. I think 
the new commission on medical needs may well 
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add some light and remove some heat, enabling 
us to find a satisfactory solution to this perplexing 
problem.” 

In a press conference on July 30, 1952, Governor 
Stevenson was asked “whether he saw eye to eye with 
Federal Security Administrator Oscar Ewing” on the 
issue of Compulsory Health Insurance. 


Governor Stevenson's reply to this question was as 
follows: 


“No, on a number of occasions in the past I have 
indicated that I thought a new approach was neces- 
sary. I emphatically believe that we must find some 
solution to the problem of catastrophic illness and its 
devasiating expense. 


“The President's Commission, of which my friend, 
Dr. Paul V. Magnuson is Chairman, might well come 
up with some recommendations and suggestions which 
would be more palatable, and I am hopefully awaiting 
the result of the deliberations.” 


STATEMENT BY U. S. SENATOR 
RICHARD M. NIXON 


Republican Nominee for Vice President 


(Excerpts from address delivered before the seventh 
annual meeting, Conference of Presidents and Other 
Officers of State Medical Associations, Atlantic City, 
June 10, 1951) 

“I would like ..... to express my congratulations 
to the members of this group, and to the medical pro- 
fession generally, for the very splendid political action 
the medical profession took in the last campaign lead- 
ing up to the November election, and in other previous 
campaigns. As a result of that action, I think we can 
safely say that... .. there is no chance whatever at 
this time for any type of compulsory health insurance 
program to be enacted .... . On the other hand, I 
think you must recognize, and that all of us who are 
interested in this fight must recognize, that those who 
favor such legislation will continue to work fanatically 
for their cause, in the hope that somehow, sometime 
in the future, they will be able to accomplish their 
purpose. 

» ee that a great number of people, prob- 
ably a majority of che people in the country, are con- 
vinced that the compulsory health insurance programs 
which sound so good in theory have not worked out 
in action in those nations which have tried them. 

“IT am convinced that the medical profession has 
taken a very long step in the right direction with its 
recently announced program of subsidizing medical 
schools on a voluntary rather than on a government 
basis. I would suggest also that additional voluntary 
action is needed (in dealing with) the problem of 
encouraging wherever possible voluntary health in- 
surance programs. It seems to me that the objective 
toward which we should work in the United States is 
a system where eventually anybody who wants health 
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insurance can get it—where those who should have 
health insurance are encouraged to get it—but where 
no one in the United States is compelled to take out 
such insurance against his will. If the profession adopts 
that cbjective we will remove by voluntary action the 
strongest arguments that the proponents of government 
control of the medical profession have at the present 
time. 


“LT believe it is essential that all members of the 
medical profession recognize that an attempt to social- 
ize anv American profession—any American institu- 
tion—constitutes a threat to all. 


“Traditionally. the great accomplishments in_ this 
country have not been through government action, but 
through individual and cooperative action .... . (Our 
task) is by precept and bv example. to prove to the 
people of the world that a free people. working as 
individuals, working cooperatively, can solve the 
problems of our society and can solve them more 
effectively than can a government.” 


STATEMENT BY U. S. SENATOR 
JOHN J. SPARKMAN 


Democratic Nominee for Vice President 


“I am in favor of adequate medical attention for the 
people of chis country. However, I have not favored 
what is generally known as Socialized Medicine. 


“I would be opposed to any plan which I thought 
would, in effect, socialize medicine, and to any medical 
program which would destroy the relationship of doc- 
tor and patient.” 


The foregoing statement was made by Senator 
Sparkman in an interview with Mr. Al Goldsmith. 
editor of Washington Insurance Newsletter, on July 
31, 1952. 


Washington Insurance Newsletter reported that 
Senator Sparkman strongly indicated he was opposed 
to the Truman National Compulsory Health Insurance 
Program. bui declined to take a position on specific 
bills now before The Congress. 


In 1949, when the roll was called in the U. S. Senate 
on President Truman's Reorganization Plan #1, which 
would have created a Department of Welfare. Senator 
Sparkman stood with medicine in opposition to this 
scheme to give Federal Security Administrator Oscar 
Ewing cabinet status. with increased power over the 
health and medical affairs of the country. 


THE PARTY PLATFORMS 


Naturally, both the political parties have included 
in their platforms an expression on the subject of 
Health Insurance. Few, if any, of the statements in 


either document wil] be of more interest to the doc- 
tors generally. The “planks” on the subject, like the 
foregoing statements of the candidates themselves. are 
carried for the information of our readers. 
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HEALTH INSURANCE PLANK 
REPUBLICAN PARTY PLATFORM 


“We recognize that the health of our people as well 
as their proper medical care cannot be maintained if 
subject to federal bureaucratic dictation. There should 
be a just division of responsibility between govern- 
ment, the physician, the voluntary hospital, and _ vol- 
untary health insurance. We are opposed to federal 
compulsory health insurance with its crushing cost, 
wasteful inefficiency, bureaucratic dead weight, and 
debased standards of medical care. We shall support 
those health activities by government which stimulate 
the development of adequate hospital services without 
federal interference in local administration. We favor 
support of scieniific research. We pledge our con- 
tinuous encouragement of improved methods of 
assuring health protection.” 


HEALTH INSURANCE PLANK 
1952 Democratic Party Platform 


We will continue to work for better health for every 
American, especially our children. We pledge con 
tinued and wholehearted support for the campaign 
that modern medicine is waging against mental ill 
ness, cancer, heart disease and other diseases. 

Research: We favor continued and vigorous sup- 
port, from private and public sources, of research into 
the causes, prevention and cure of disease. 

Medical Education: We advocate federal aid for 
medical education to help overcome the growing 
shortages of doctors, nurses, and other trained health 
personnel. 

Hospitals and Health Centers: We pledge continued 
support for federal aid to hospital construction. We 
pledge increased federal aid to promote public health 
thru preventive programs health services, 
especially in rural areas. 

Cost of Medical Care: We also advocate a resolute 
attack on the heavy financial hazard of serious illness. 
We recognize that the costs of modern medical care 
have grown to be prohibitive for many millions of 
people. We commend President Truman for establish- 
ing the non-partisan commission on the health needs 


of the nation to seek an acceptable solution of this 
urgent problem. 


AMERICAN MEDICAL EDUCATION 
FOUNDATION 


The following report of the Reference Committee 
on Medical Education and Hospitals was unanimously 
adopted by the House of Delegates of the American 
Medical Association on June 11, 1952: 


Your Reference Committee commends the excellent 
report of Dr. Henderson, President of the American 
Medical Education Foundation. Your Reference Com- 
mittee believes that the American Medical Education 
Foundation deserves and should have the unqualified 
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support of all members of the American Medical through Red Cross regional and defense centers and 
Association. Many of the constituent state medical 464,000 units were collected through cooperating 
societies have set up committees for the collection of blood banks. In the period July 1, 1950, to March 
funds from their members in addition to making a 31, 1952, a total of 209,000 units of whole blood 
substantial contribution to the Foundation from their were shipped to the military for overseas use and 
own funds. Your Reference Committee urges that 2,110,000 units were shipped for the military to : 
similar committees be formed in the state societies plasma processing planis. Approximately only 9% 
where this has not been done. The large sums col- of defense blood obtained in this country was ship- eae 
lected by some state and county medical societies is ped overseas as whole blood although the armed 
an indication of what can be accomplished when the forces publicity program emphasized whole blood 
importance of this laudable undertaking is brought to for overseas. It should be noted, however, that blood 
the attention of each individual member of the Asso- used overseas included also blood procured over- 
ciation. Your Reference Committee believes that those seas from the armed forces and civilian donors. 
who adhere to the basic concepts of democracy should . ee 
support the tenets of democracy not only with words ‘s of March 31, 1952. the facilities in use con- % 
but with deeds. . : sisted of 45 regional programs and 15 defense col- 
lection centers of the Red Cross and 37 cooperating 

Respecttully submitted, blood ‘yanks. This last figure compares with 33 in- 
dependent banks reported to the House last De- 
cember as cooperating. The committee observes i! 
thet, as predi.ied in its earliest se>srts (1948-1949 ), 
when the Korean conflict started in June, 1950, the 
Red Cross as a going concern was ready to start 


Edgar V. Alien, M.D. 
Charles H. Phifer, M.D. 
John J. Masterson, M.D. 
Charles G. Hayden, M.D. 


On July 31st the Foundation announced a Class “A” immediately collection of blood for defence. Whole 
grant to each of the seventy-nine medical schools in bloud was shipped to Korea within 48 hours of the 
the United States. A Class “A” grant amounts to $15,- receipt of the first requisition. We felt then and 
000 for each four-year school and $7,500 for each two- now thai the Red Cross is the only present organiza- j 
year school. The total amount to be distributed at this tion geared to the emergency blood needs of de- 
time will approximate $1,132,500. fense. ¥ 
The $15,000 thus allotted to the Medical College of It should be noted that while the minimum i 
South Carolina will be, we understand, in addition to primary quotas allocated to the Department of De- 
the $10,000 donated by the South Carolina Medical fense for reserves will be met during this summer, ) 
Association through the Foundation last year and ear- no letdown in the program of defense blood must p 
marked for the College. be permitted, for two reasons: (1) the continuing 
operational needs of the armed forces and _ their 
hospitals must be maintained and (2) a plasma re- 
BLOOD PROGRAM ESSENTIAL serve for civil defense of proportions almost equal 
The Bureau of Medical Economic Research of AMA to that of the Department of Defense is yet to be 
has issued a special release containing reprints of the created. The responsibility of the medical profession 
Report of AMA’s Committee on Blood Banks, and the and of the public for the protection of our civil be 
Report on the same subject, of the Reference Com- population must be fully and patriotically dis- i 
mittee of the House of Delegates, June 1952. With charged. Nothing must be permitted to disturb the 
the view to assisting in the dissemination of the in- accumulation of the reserve for civil defense. 
formation contained in these reports, and to emphasiz- The Red Cross, the cooperating blood banks, and 
— rae ee of the efforts of County Societies all other cooperating organizations and agencies and 
and individual physicians in carrying out the blood the public should be commended for a program ie 
program, we copy the following extracts from the Re- well started and maintained up to this time. ‘ 
port of the permanent committee, as presenied by Dr. 
Herbert P. Ramsey, Co-Chairman: The Report quoted from a directive of the Red 
ays Cross as follows: “The Board of Governors (of the 
1. Proceroment of Mined for and Cloll Do- Red Cross) recognizes the medical character of the 
fense—Since the last report high levels of blood col- blood program, and has established the policy that = 
lection for defense purposes — maintained this program is to be directed by a doctor of medicine. 
through December and until early in this year. It is further provided that ‘all civilian programs are to > 
There has been a gradual decline through the past be inaugurated only after receipt of the written ap- 
three or four months and as of this time plasma geovel of the conly medical society, the hoopitels, 
processing plants are not being supplied to capacity. and the health authority for each county concerned.” ” 
From Red Cross data it is learned that for the entire a 
period, Dec. 1, 1950, through April 30, 1952, a Continuing, the Report stated: a 
total of 2,558,000 units of blood were collected for The commitiee at this time is embarking on a 
defense purposes, of which 2,094,000 were collected program of explorations with the Red Cross and 
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other organizations regarding further evolutionary 
changes which may contribute toward a smooth 
working and more permanent national blood pro- 
gram. Much remains still to be accomplished in this 
field of exploration, and it is expected that a more 
definitive report will be forthcoming at an early 
date. As noted in our last report the Red Cross has 
no plans for increasing the number of its regional 
centers beyond the 47 originally planned of which 
45 are now in operation. 


> 


3. Misunderstandings and Misinterpretations.—( A ) 
The inference that the Red Cross makes a profit on 
blood collected by cooperating blood banks is com- 
pletely unfounded. Money reimbursed to the Red 
Cross by the Department of Defense includes the 
cost of collection, processing. and transportation to 
plasma processing and shipping centers. In the case 
of cooperating blood banks the transportation cost 
has to be paid in addition to the amount paid to 
the cooperating blood bank. There is no surplus 
money lefc with the Red Cross, since all claims are 
audited by the Department of Defense on the basis 
of actual cost. and moneys in excess of cost are re- 
covered by the Government. (B) There is no such 
thing as “reserve areas” in blood procurement. 
Erroneous representations of this sort made by area 
Red Cross officials were corrected from the national 


office. 


(B) The committee has observed the wide varia- 
tion in service charges in hospitals and blood banks. 
Local conditions will always cause some variation, 
but the extremes now observed seem inexplicable. 
The service charge should cover all costs of the 
operation including depreciation and expansion re- 
serves, but the realization of profit for the support 
of other institutional needs should be discouraged. 
(C) The principle of county medical society en- 
dorsement agreed to by the Red Cross should apply 
also to other blood programs. So-called “service 
areas” involve at times more than one county and 
even more than one state. No blood procurement 
program, no matter by whomsoever operated, should 
enter a county or state without such county medical 
society approval. Conversely, physicians of a county 
medical society should be free to exercise their 


judgment in the premises without undue pressure 
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from special pleaders from elsewhere. Furthermore, 
efforts should be made to avoid friction in border- 
line areas between two existing blood programs. In 
these areas cooperative and mutually satisfactory 
understandings must be had. 


(D) Blood program agreements entered into be- 
tween county medical societies and the Red Cross 
should be scrupulously honored by both the con- 
tracting parties. It would be unfair to the con- 
tributors to Red Cross funds to terminate arbitrarily 
an agreement, predicated upon which the Red Cross 
had made local capital investments and otherwise 
carried out its agreement, without providing for 
indemnification of the capital loss incurred by the 
Red Cross by the abrogation of the contract. Further- 
more, in the public interest no such agreement 
should be terminated unless it be demonstrable be- 
yond doubt that the community and national supply 
of blood will be in no way adversely affected by the 
change. 
° ° ° ° ° ° 


7. State Comm'ttees on Blood Program.—The im- 
portance of the formation of state committees on 
blood program as previously recommended is again 
emphasized. Your committee has under study plans 
for strengthening and greatly increasing the useful- 
ness of these state committees. The Committee 
hopes to announce thes plans not later than the 
next meeting of the House of Delegates. 

The cooperation of physicians in blood banks is 
greatly needed in making sure that the schedules 
are accurately filled out and promptly returned. 


FOR SALE 


Thompson Ether Suction and Pressure 
Tonsil Unit. Cabinet Sterilizer, and other 
modern eye, ear, nose and throat equipment. 


Box 17, Moore, South Carolina. 
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